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INITIAL COMMENTS

This visit was a revisit for a state licensure survey
and addition of an inpatient hospice center on
February 1, 2012.

Date: March 15, 2012

Facility #: 9173

Medicaid #: 200192200A

Surveyor: Susan E. Sparks, RN Public Health
Nurse Surveyor

Three Conditions of Participation and 22 standard
level deficiencies were found corrected.

Hancock Memorial Hospice is in compliance with
IC 16-25-3 and the Conditions of Participation 42
CFR 418.

Quality Review: Joyce Elder, MSN, BSN, RN
March 16, 2012
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